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Happy New Year!

• 2014 PQRS Measures 
have been posted on the 
CMS website

• Top 10 challenges facing 
physicians in 2014

• Getting started with ICD-10 
- basics for medical practices

• Elements of a Security 
Risk Assessment as laid 
out in HIPAA Security Rule 
164.308(a)(1)(ii)(A)

• ICD-10 financial impact on 
physician practices

• 10 myths about HIPAA’s 
required Security Risk  
Assessment

As we welcome in the New Year, we also welcome the biggest year of change to ever 
hit the healthcare industry.  As your partner, we are prepared to help you navigate the 
year ahead. Below are the key changes that we will face in 2014.

PQRS changes in 2014
On November 27, 2013 the Centers for Medicare and Medicaid (CMS) issued a 
final rule that updates payment policies and payment rates for services furnished 
under the Medicare Physician Fee Schedule on or after January 1, 2014. One such  
update impacts the reporting requirements for the Physician Quality Reporting  
System (PQRS).

Below are the key changes to PQRS beginning in 2014. To read the full CMS fact 
sheet, click here. 

• The PQRS program provides an incentive payment through 2014 to eligible  
professionals (EPs) and group practices who satisfactorily report data on PQRS 
measures.  In lieu of satisfactory reporting, beginning in 2014, EPs can satisfy PQRS 
by satisfactorily participating in a qualified clinical data registry. (More information 
about this option can be found on the CMS website)  Beginning in 2015, a payment 
adjustment will apply to EPs who do not satisfactorily report data for PQRS.

• In 2014, 57 new individual measures and 2 new measures groups are being  
introduced. 

• The total measure count in 2014 will contain 287 individual measures and 25  
measures groups.

• CMS is reducing the number of measures that can be reported via claims-based 
so as to encourage EPs to report via a registry-based or EHR-based reporting  
mechanism.

• In 2014 EPs will need to report on 9 PQRS measures if reporting via claims-based 
or registry-based mechanisms in order to receive the incentive payment for 2014. 
EPs who only report 3 measures via claims-based or registry-based mechanisms will 
avoid the 2016 payment adjustment but will not receive the 2014 incentive payment.   

• The reporting threshold when reporting on individual measures via registry-based 
reporting has been lowered from 80% to 50% beginning in 2014.

• Measures groups can no longer be reported via claims-based reporting.

For more information about PQRS visit the CMS website. To view the CMS webpage 
containing the downloadable resources for the 2014 PQRS measures, click here.

One big change coming in 2014 is that All Eligible Professionals (EPs) will need to upgrade to a 2014 certified EHR prior 
to reporting for Meaningful Use in 2014. This requirement is for BOTH Stage 1 and Stage 2 reporting. For clients who host 
their EHR with ALN, please expect to hear from us in Q1 of 2014 regarding specific upgrade plans.

Stage 1 EPs:  Stage 1 requirements change in 2014. View Stage 1 changes: PDF and Webinar.

Stage 2 EPs: Any EP who has successfully reported on MU for 2 or more years will begin Stage 2 in 2014. Stage 2 is 
significantly harder than Stage 1 and will require a lot of planning, training, and leadership in order to successfully meet 
these new requirements. View Stage 2: PDF of Stage 2, PDF Stage 1/Stage 2 comparison, Webinar.

Meaningful Use changes in 2014
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Beginning in the 2014 reporting year (2016 payment  
adjustment year) the value-based payment modifier will  
expand to include groups of 10 or more eligible  
professionals.

On November 27, 2013 the Centers for Medicare and  
Medicaid (CMS) issued a final rule that updates payment 
policies and payment rates for services furnished under  
the Medicare Physician Fee Schedule on or after January 
1, 2014. 

One such update is a related to the value-based payment 
modifier and its expansion to groups of 10 or more eligible 
professionals.

The value-based payment modifier, established under the 
Affordable Care Act, provides for differential payment to 
a physician or group of physicians under the PFS based 
upon the quality of care furnished to Medicare beneficiaries  
compared to the cost of that care during a performance  
period. 

The value-based payment modifier is implemented in 
a budget neutral manner, meaning that the upward  
payment incentives for high performing providers are equally  
balanced with the amount of downward payment  
adjustments that are applied for poor performance.  
The goal is to reward groups of physicians who provide 
high quality/low cost care. 

The value-based payment modifier is already in effect  
for groups of 100 providers or more. But beginning in  
2016, groups of physicians with 10 or more eligible  
professionals will also be subject to the value-based  
payment modifier. Like PQRS, the value-based  
payment modifier that will be applied in 2016 is based  
off of performance in the 2014 calendar year.

There are two categories for establishing the 2016  
value-based payment modifier. 

Category 1: Groups of physicians with 10 or more  
eligible professionals for which at least 50% of the  
eligible professionals billing under the group’s TIN must 
meet the criteria for satisfactory reporting (or satisfactory  
participation) for the 2016 PQRS payment adjustment  
(reporting period is a full calendar year in 2014). 

Groups can report on PQRS individually or as a part of 
PQRS GPRO. Successful reporting of any of the 2014 
PQRS measures will be used in calculating a group of  
physician’s value-based payment modifier in 2016.

Category 2: Groups of 10 or more eligible professionals that 
do not meet the satisfactory reporting criteria of Category 
one. EPs who fall in this category will automatically receive 
the downward payment adjustment under the value based 
payment modifier. 

NOTE: CMS uses quality-tiering based on quality and  
cost to determine the amount of the payment adjustment.  
Some groups will receive a downward payment  
adjustment, some groups will receive a neutral adjustment  
and some groups will receive an upward payment  
adjustment. See chart. 

For the 2016 payment modifier, groups of physicians  
between 10 and 99 EPs will not be subject to a  
downward payment adjustment, meaning they will only  
be eligible to receive an upward or neutral payment  
adjustment. 

Beginning in calendar year 2016, groups that fall into  
Category 2 or groups that fall into Category 1 but  
provide high cost/low quality care will receive a -2%  
payment adjustment. 

Groups that fall into Category 1 but provide average cost/
low quality care or high cost/average quality care will  
receive a -1% payment adjustment. 

Based on the amount of the payment adjustments  
collected, incentive payments will be provided Category 1 
groups who provide low cost/high quality care, low cost/
average quality, or average cost/high quality care.

For more information, view the VBPM tip sheet here, or 
visit the CMS website for more information as it becomes 
available. 

Value-Based Payment Modifier expands to groups of 10+ EPs
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Some of the previous articles in this newsletter detail 
out some of the changes that were brought about on  
November 27, 2013 when the Centers for Medicare and 
Medicaid (CMS) issued a final rule that updates payment 
policies and payment rates for services furnished under the 
Medicare Physician Fee Schedule on or after January 1, 
2014. 

This section briefly discusses some of the other changes 
that were announced in the final rule:

2014 Payment Rates: The final rule addresses 2014 
payment rates that will increase for some medical  
specialties/procedures, and decrease for others. Many 
codes have also been classified as “misvalued” which has 
resulted in payment adjustments as well. 

For more information about the payment changes for 2014, 
please review page 128, table 94 of the final rule.

Primary Care and Chronic Care Management: As part of 
their ongoing efforts to appropriately value primary care 
services, Medicare will begin making a separate payment 
for chronic care management services beginning in 2015. 

In last year’s final rule, they established separate  
payment for transitional care management services for  
a beneficiary making the transition from a facility to 
the community setting. In this final rule, they further  
emphasize their support for advanced primary care  
through the establishment of policies to facilitate separate 
payment for non-face-to-face chronic care management 
services for Medicare beneficiaries who have multiple  
(two or more), significant chronic conditions. 

This reinforces Department of Health and Human  
Services (HHS) efforts to support care management  

through payment reform and incentives and is  
consistent with HHS’ Strategic Framework on Multiple 
Chronic Conditions. 

Chronic care management services include the  
development, revision, and implementation of a plan of 
care; communication with the patient, caregivers, and  
other treating health professionals; and medication  
management. 

Medicare beneficiaries with multiple chronic conditions  
who wish to receive these services can choose a  
physician or other eligible practitioner from a qualified  
practice to furnish these services over 30-day periods. 

The rule indicates that CMS intends to establish practice 
standards necessary to support payment for furnishing 
care management services through future notice-and- 
comment rulemaking.

Telehealth Services: CMS is modifying their regulations 
describing the geographic criteria for eligible telehealth 
originating sites to include health professional shortage  
areas (HPSAs) located in rural census tracts of urban  
areas as determined by the Office of Rural Health Policy. 

CMS believes this change will more appropriately  
allow sites located within HPSAs in MSAs that have rural  
characteristics to qualify as originating sites and improve 
access to telehealth services in shortage areas. 

CMS is also establishing a policy to determine geographic 
eligibility for an originating site on an annual basis,  
consistent with other telehealth payment policies. This 
change will avoid mid-year changes to geographic  
designations (sometimes without advance notice to  
Medicare beneficiaries and providers) that could  
result in unexpected disruptions to established telehealth  
originating sites and avoid the need to make mid-year 
Medicare telehealth payment policy changes. 

In addition, CMS is updating the list of eligible  
Medicare telehealth services to include transitional care  
management services.

Revisions To The Practice Expense Geographic  
Adjustment: As required by the Medicare law, CMS adjusts 
payments under the PFS to reflect the local cost of  
operating a medical practice as compared to the national 
average. 

CMS calculates separate geographic practice cost indices 
(GPCIs) to adjust the work, practice expenses (PE), and 
malpractice cost components of each payment. 

The law requires that CMS review the GPCIs every three 
years and adjust them as appropriate with a two-year 
phase-in of the new GPCIs. 

CMS is finalizing new GPCIs using updated data. The  
updated GPCIs will be phased in over CY 2014 and CY 
2015. 

More from the CMS Final Rule

https://www.federalregister.gov/articles/2013/12/10/2013-28696/medicare-program-revisions-to-payment-policies-under-the-physician-fee-schedule-clinical-laboratory


Additionally, CMS will apply the statutorily mandated  
1.5 work GPCI floor in Alaska and the 1.0 PE GPCI  
floor for frontier states (Montana, Nevada, North  
Dakota, South Dakota, and Wyoming), which have no  
expiration date. There is separate statutory 1.0 work 
GPCI floor that is scheduled to expire under current  
law on December 31, 2013. Therefore, the finalized  
GPCIs reflect the expiration of the 1.0 work GPCI floor.

Medicare Economic Index: CMS is finalizing proposed 
revisions to the calculation of the MEI, which is the  
price index used to update physician payments for  
inflation. 

The changes are in response to recommendations by  
a Technical Advisory Panel that met during CY 2012.  
Application of the MEI along with the SGR  
determines the conversion factor that is used to  
determine payments made each year under the PFS. 

The final rule includes changes in the PFS RVU  
and GPCI weights assigned to the work and practice  
expense categories so that the weights used in the  
PFS payment calculation will continue to mirror those  
in the MEI. As a result, some payment is being  
redistributed to work from practice expense. 

In addition, CMS is updating the GPCI cost share  
weights consistent with the revised 2006-based MEI  
cost share weights.

Misvalued Codes: Consistent with amendments made 
by the Affordable Care Act, CMS has been engaged in a  
vigorous effort over the past several years to identify  
and review potentially misvalued codes, and make  
adjustments where appropriate. 

CMS is continuing to make strides as the values  
for around 200 codes were finalized and  
approximately 200 additional codes had their work  
relative value units changed on an interim basis for 2014. 

Included in these are services for hip and knee  
replacements, mental health services and GI  
endoscopy services. These rates are open for public 
comment until January 27, 2014. 

CMS is not finalizing its proposal to adjust relative  
values under the PFS to effectively cap the physician 
practice expense payment for procedures furnished 
in a non-facility setting at the total payment rate for the  
service when furnished in an ambulatory surgical center  
or hospital outpatient setting. Instead, CMS will take  
additional time to consider issues raised by the  
public commenters and plans to address this issue in  
future rulemaking. 

In addition, for CY 2014, CMS finalizing 18 codes that  
we identified and proposed as potentially misvalued  
services in consultation with Contractor Medical  
Directors. To view the list of misvalued codes, click here. 

Revisions to the Clinical Laboratory Fee Schedule (CLFS): 
Under current law, payments on the CLFS remain static 
and are not revised once a test code has been added  
to the CLFS and its payment rate has been established. 

At this point, the CLFS is approximately 30 years old  
with payment rates that are outdated and potentially  
excessive. 

This rule indicates that CMS intends to explore an  
existing statutory provision that allows updates to  
the CLFS based on changes in technology. As a  
result, for the first time, CMS will conduct regular  
reviews and updates to the payments on the CLFS in  
order to ensure greater payment accuracy.

Application of Therapy Caps to Critical Access Hospi-
tals: The law applies annual limitations or “therapy caps” 
on per beneficiary incurred expenses for outpatient  
therapy services —one for physical therapy and  
speech-language pathology services combined and  
another for occupational therapy services. 

Before the American Taxpayers Relief Act of 2012  
directed us to count CAH services towards the caps,  
the caps were not applied to therapy services furnished  
in Critical Access Hospitals (CAH). 

CMS is finalizing their proposal to apply the therapy  
caps and related policies to outpatient therapy services 
furnished by a CAH beginning on January 1, 2014 in  
order to properly apply the law that established the  
therapy caps. 

Compliance with State Law for Incident To Services: 
CMS is requiring as a condition of Medicare payment that  
“incident to” services be furnished in compliance with  
applicable state law. 

This policy strengthens program integrity by allowing 
Medicare to deny or recoup payments when services  
are furnished not in compliance with state law. 

CMS also eliminated redundant regulations for each 
type of practitioner by consolidating the “incident to”  
requirements for all practitioners that are permitted to  
bill Medicare directly for their services, reducing the  
regulatory burden and making it less difficult for  
practitioners to determine what is required in order to  
bill Medicare for “incident to” services.

SGR Cuts: President Obama signed into law the 
Pathway for SGR Reform Act of 2013 which prevents the 
20.1% reduction tin the 2014 Medicare Physician Fee 
Schedule (MPFS). 

The new law provides for a 0.5% update for services  
from Jan 1, 2014 - March 31, 2014. There may be  
additional revisions that are made in the conversion  
factor, however, it is not clear when there revisions will  
be announced. 

file:C:\Users\MLewis\Downloads\CMS-1600-FC-CY2014-PFS-MisvaluedCode.zip


Generating an Annual Patient Payments Report

Downtime Procedures for Optum PM and Physician EMR

•  From Clinical Today-click on “Print Scheduled Charts”

   

•  Enter the desired date or range of dates and click “Generate”

                   

•  Save the .pdf file to your desktop

•  To print the list of patients scheduled to be seen next week, change the “Appointment Date” filter to “next week”  
    and click on “Print Appointments”

    

To print a report of all patient payments for a given year follow these steps.
• Pull the patient into context
• Click on the Financial module
• From the Open Items tab, click on the printer icon. 
• Select the Year for the year for the Report
• Click the Ok button.
• When the report displays, right-click and select Print. 

Optum Tips & Tricks



 ALN Support:       alnsupport@alnmm.com  866.434.8019

Clinical List Lock - Centricity EMR

If Orders and Prescriptions do not print when a document is put on hold it could be because there is a clinical 
list lock. 

Open the chart and go to the Documents tab.  If you see a green lock on the document  this indicates that 
the document has a clinical list lock, which means the document was put on hold but the clinical list changes 
were not signed.  

To resolve the problem:
•  Open the document by double-clicking on it. 
•  Click the End Update button.
•  Click the View Clinical List Changes button to  
    review what changes are pending and to make  
    sure it is ok to sign the pending changes.  
•  Close that window. 
•  Check the “Sign clinical list changes” box.
•  Verify that the document will be routed to the  
    correct person.
•  Click the Hold Document button.

Centricity Tips & Tricks
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